Abstract Laryngocoele is an extremely rare condition. Three cases of Laryngocoeles are presented. Two cases had infected laryngocoeles. The diagnosis was done clinically and confi rmed radiologically. No predisposing factor was found except in one case who was a singer by profession and initially presented with stridor which was an unusual presentation. Surgical excision were done in two cases (case 1 and 3)and both the case were symptom free.
Introduction
In 1929, the term laryngocoele was fi rst described by Larry, surgeon to Napoleon's army in Egypt. He described as the compressible pouches related to the thyrohyoid membrane amongst the Muzzins, who shouted Korans from the roof of the mosques.
In 1867, Virchow named this affl iction "Laryngocoele Ventricularis" to describe an air fi lled dilatation of the ventricular saccule.
A patient of laryngocoele usually presents with a soft compressible lateral neck swelling of long duration which increases in size on Valsalva's manoeuvre. Males are much more sufferer and the peak age incidence is at 50-60 years. The patient may be asymptomatic. The other symptoms are hoarseness of voice, dysphagia, snoring, cough, stridor. In about 8% of cases may present with infected sacs or laryngopyocoeles (Stell and Maran, 1975) . Clinical diagnosis is easy but sometimes may pose with problem. Radiological investigations show air containing cystic cavity in communicating with the larynx or a soft tissue density with air fl uid level. The treatment includes surgical excision of the sac. Because of rarity of the lesion we present three such cases.
Materials and methods
Between January 2000 and September 2004, three patients were examined. All the patients were male and their age ranged from 40-67 years. They were treated surgically except one who refused operation.
Case 1
A 49-year-old male patient was admitted with the complaints of recurrent sore throat and swelling on the right side of the neck for the last 1 year. The swelling used to increase in size while blowing the nose or at the time of defaecation. There was no history of voice change, stridor or dysphagia. There was no associated pain. There was history suggestive of constipation.
On examination of the neck revealed a soft cystic swelling on the right side of the neck at the level of hyoid bone, which increased on Valsalva's manoeuvre. It was non tender with diffuse margin and was non-pulsatile. The vocal cords were normal. The examination of nose, ear were normal. X-ray of the soft tissue neck revealed an air fi lled cavity on the right side. CT scan was not done in this case. The patient was operated under GA.
Case 2
A 46-year-old male patient was attended with the complaints of hoarseness of voice for 2 years. He gave no history of respiratory distress, dysphagia, haemoptysis. He was not a diabetic. ENT examination was found normal. Chest X-ray was normal. On X-ray soft tissue neck (lateral view) revealed an air fi lled cavity and diagnosis of laryngocoele was made. Patient didn't agree to perform CT scan and further surgical treatment was also disagree by the patient.
Case 3
A 65-years-old male patient who used to sing 'folk song' attended with the complaints of respiratory distress over a period of 2 months who also had symptoms of change in voice and swelling on the right side of the neck since last 3 years. On further query patient gave the history of odynophagia and habitual constipation. For the last 2 months patient developed pain in and around the neck swelling and occasional rise of temperature. He had some conservative treatment outside and aspiration once. On examination a tense tender swelling (2 × 1.5 inch) on the right side of the neck was detected (Fig. 1) . Owing to the inspiratory stridor patient felt problem to perform Valsalva's manoeuvre. The swelling was a little bit tender with diffuse margin and was non pulsatile. On direct laryngoscopy, fullness was seen in right ventricle with narrowing of laryngeal inlet.
Due to the inspiratory stridor patient was taken to the OTand an emergency tracheostomy was performed (Fig. 2) . Subsequently a plain radiograph of the neck revealed a softtissue density shadow with air-fl uid level (Fig. 3) . Repeated aspiration with wide bore needle was done which revealed purulent discharge and the patient was treated with broad spectrum antibiotics. Features of toxicity were subsided. CT -scan of the neck revealed air fi lled cavity communicating with ventricle (Fig. 4) .
After anesthetic check-up the operation was carried out under GA. A collar incision was made at the level of thyroid cartilage and skin fl aps including the platysma were elevated upto the hyoid bone superiorly and down to the lower border of the thyroid cartilage. The strap muscles were divided at their attachments to the thyroid cartilage for adequate access. A perichondrial fl ap was then elevated by incising along the superior border of the thyroid cartilage to the thyroid notch on the right side, then down the midline and along the lower border of thyroid cartilage laterally. A portion of the right thyroid cartilage was fractured downwards to gain access to the laryngeal part of the sac. The recurrent laryngeal nerve was identifi ed. The entire cyst was excised and the wound was closed in layers. The perichondrial fl ap was sutured to the remains of the thyrohyoid membrane and neck wound was closed in layers leaving a drain. The post-operative period was uneventful. 
